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Introduction: By providing a structured forum to exchange information and ideas, 
multidisciplinary team meetings improve working relationships, expedite investigations, promote 
evidence-based treatment, and ultimately improve clinical outcomes. 

Methods: This discursive paper reports the introduction of a multidisciplinary team approach 
to manage hepatobiliary diseases in Jamaica, focusing on the challenges encountered and the 
methods used to overcome these obstacles. 

Conclusion: Despite multiple challenges in resource-limited environments, a multidisciplinary 
team approach can be incorporated into clinical practice in developing nations. Policy makers 
should make it a priority to support clinical, operational, and governance aspects of the 
multidisciplinary teams. 
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Introduction 

Once policy makers recognized that there was clinical value in a multidisciplinary 
team (MDT) approach to disease management, it became the standard of care in most 
modern health care delivery systems. ^ By providing a structured forum in which 
to exchange information and ideas, MDT meetings improve working relationships, 
expedite investigations, promote evidence-based treatment, and ultimately improve 
clinical outcomes. 5-14 

The MDT approach to disease management is not practiced routinely in the 
Anglophone Caribbean. 15 This is because the region is composed of several small 
countries (with as few as 5,000 persons in Monserrat 16 ) and it is commonplace for a 
small cadre of doctors to be responsible for health care for an entire nation. Frequently, 
subspecialty support is unavailable and community doctors are responsible for general 
patient care, often in remote and isolated areas. 15 In this setting, medical decisions are 
made autonomously by attending doctors with very little collaborative input. Even in 
the more populous islands such as Jamaica (2.7 million) 16 and Trinidad (1.3 million), 17 
where there is a larger cadre of doctors, the "sole practitioner culture" prevails and 
medical decisions are still made in an autocratic manner without routine application 
of MDT principles. 

There has been change over the past few years as more medical graduates are 
exposed to practice in developed nations during subspecialty training. 15 After this 
type of exposure, a group of clinicians interested in hepatobiliary disorders embraced 
the concept and formed the hepatobiliary MDT at a tertiary care training hospital in 
Jamaica in 201 1. We report the challenges encountered while attempting to change 
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the traditional structure of medical practice by establishing 
a functional MDT in this setting. This task was approached 
in six phases, which are described herein. 

Phase I : identifying 
common interest groups 

As the first step, a group of clinicians met to discuss the 
prospect of a MDT in the local health care setting. In this 
instance, the core group comprised young clinicians who 
were all within 5 years of subspecialty training in various 
disciplines: two hepatobiliary surgeons, two radiologists, two 
gastroenterologists, and one medical oncologist. These were 
clinicians who were exposed to the MDT concept in training 
hospitals outside of the Caribbean region. 

These clinicians had returned to the region to commence 
their clinical practices and had all taken up attending grade posts 
at the University of the West Indies (Kingston, Jamaica). This is 
a regional medical training institution that was founded in 1 948 
to serve the 17 countries in the Anglophone Caribbean. 18 It is 
affiliated with the University Hospital - a 500-bed hospital that 
serves as the sole tertiary referral center for hepatobiliary ser- 
vices in Jamaica and countries in the northern Caribbean. 19 

The common threads between the members of this core 
group were a shared interest in hepatobiliary diseases, 
a common institutional employer, and the unified desire 
to follow MDT principles in their practice. Bringing these 
individuals with common goals together facilitated the for- 
mation of the core MDT group. A mission statement was 
formulated: to improve the standard of care through multi- 
disciplinary collaboration for clinical decision-making and 
interdisciplinary support. 

Phase 2: feasibility study 

In order to document local medical practice, a retrospective 
audit of tertiary care training hospitals across the Anglophone 
Caribbean was performed and it was revealed that an 
MDT approach to hepatobiliary diseases was not routinely 
practiced. 15 Combined with international data documenting 
the benefits of the MDT process, 1 14 these regional data were 
used to support the call for implementation of MDT prin- 
ciples to improve national health care standards. 

However, the medical community was generally 
skeptical. 15 Established clinicians believed that change was 
unnecessary because there was no problem in the way that 
hepatobiliary diseases were managed. Their reservations and 
reluctance to participate created a subtle divide between the 
established clinicians and those who supported the MDT 
process. The fact that most supporters were younger, more 



recent graduates with subspecialty training added an extra 
dimension of difficulty to the process. 

Phase 3: engage stakeholders 

The MDT group appreciated the potential for persons to erect 
barriers if they did not feel they were a part of the process. 20 
Success in this venture required stakeholder engagement to 
develop a team spirit with all stakeholders aiming for a uni- 
fied goal. The action plan was approached in two tiers. 

First, deliberate attempts were made to reach out to the 
established clinicians individually through personal commu- 
nication and weekly invitations, reinforcing at every oppor- 
tunity that their opinions were valued at the MDT forum. It 
was hoped this would give them a sense of belonging to the 
MDT group. The response, however, was poor. 

Simultaneously, the core group approached the facility 
administration to lobby for institutional recognition, technical 
support, and dedicated staffing. There was no active opposi- 
tion but no dedicated funding, equipment, space, or support 
staff were made available for this purpose. 

It became evident that any success in this venture 
would be self-driven. Therefore, the core group looked 
internally and assigned members the responsibilities for 
MDT needs: governance, documentation, audiovisual ser- 
vices, and meeting coordination. The roles were regularly 
reassigned to evenly distribute responsibilities and it was 
understood that these tasks would be completed without 
remuneration. 

Phase 4: financial planning 

Due to budgetary limitations, funding for this venture was 
not available from either the hospital or the training facili- 
ties, which was unfortunate. However, this challenge was 
overcome using the following three approaches. 

First, many of the hardware items used in MDT meet- 
ings, such as personal computers, software, and audiovisual 
equipment, were members' personal property. 

Second, wherever possible, we made full use of free 
software. We utilized WhatsApp® (WhatsApp Inc., Mountain 
View, CA, USA) and Google Mail® (Google Inc., Mountain 
View, CA, USA) groups to coordinate MDT activities and 
disseminate information rapidly. Computed tomography 
images were viewed using OsiriX® Digital Imaging and 
Communications in Medicine (DICOM) imaging software 
(v 5.6; Pixmeo, Bernex, Switzerland), which is available 
freely on the internet. Electronic images were shared elec- 
tronically using Dropbox® (Dropbox Inc., San Francisco, CA, 
USA), which is also available freely on the internet. 
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Third, we actively forged public-private partnerships, 
seeking donations to procure hardware items such as video 
conferencing hardware, surgical disposables, and/or other 
specialized equipment that were needed. The partnerships 
were not limited to funding. Through interpersonal rela- 
tionships, a link to the hepatobiliary team at the University 
Hospital Southampton, Southampton, UK was maintained to 
discuss complex cases by video conferencing (Medical Video 
Conferencing Ltd, Bude, UK). These overseas specialist 
teams provided their advice and assistance at no charge. 

Phase 5: implementation 

After overcoming these challenges, the first MDT meeting 
was held in September 20 1 1 and was led by the core group of 
attending grade hepatobiliary surgeons, radiologists, gastro- 
enterologists, and oncologists. Weekly MDT meetings were 
held to discuss the management of patients with a spectrum 
of hepatobiliary diseases. Each case discussion began with 
a detailed clinical summary from the clinicians followed 
by real-time review of medical imaging by radiologists and 
then a wholesome discussion between all team members. 
All management decisions were made after a consensus was 
reached during discussion at MDT meetings. 

All information exchanged at the meetings was 
documented and the final decision taken by the MDT was 
recorded. Although it was not required by any institutional 
protocols, the core group agreed beforehand to abide by 
any decision or plans made collectively by the MDT group. 
Arriving at this agreement before implementation reduced 
the potential for interpersonal conflicts during meetings. 
After clinical decision-making and treatment planning were 
completed, the attending physicians were responsible for 
meeting the patients in a clinical setting to execute the MDT 
plan and deliver clinical care. 

Initially, there was minimal engagement from established 
clinicians, particularly in relation to referrals and care 
planning. Despite this, the MDT group continued to hold 
their weekly meetings and core members agreed that all 
patients they encountered with hepatobiliary diseases, 
whether in public or private practice, would be discussed. 
In the first year, all cases discussed were "self-referrals" that 
originated from the core group. However, in the second year, 
established clinicians engaged in the MDT discussions and 
referred their patients. 

Phase 6: regular audit 

We prioritized documentation because we recognized that 
proper recordkeeping was necessary in order to demonstrate 



tangible benefits for the health care system. This facilitated 
regular practice audits. 

During the first 3 months, the mean duration of the meet- 
ings was 40 minutes and accommodated a mean of 4.75 cases 
per session. There was a steady increase in workload over time, 
culminating in a mean meeting duration of 90 minutes for eight 
case discussions per meeting during months 18-20. 

For all cases, we documented the attending doctors' 
clinical plans before meetings and the MDT plans after case 
discussions. When compared, there was a change in the treat- 
ment plan in 48% of cases after MDT discussion, suggesting 
that patient care was being influenced in some way by the 
process. We recognize that the value of the MDT ultimately 
lies in improved clinical outcomes, but a change in these 
outcomes will not be fully evident at this early interval. The 
long-term outcome measures such as resection rates, morbid- 
ity, and mortality are being accrued and should be examined 
at the 5 -year interval. 

Apart from the benefits demonstrable through audits, 
there were other tangible benefits to this exercise. The regular 
interactions between various disciplines gave MDT members 
a better understanding of the challenges in a system with lim- 
ited resources 21 and allowed patients to be steered effectively 
through the health care system. As a result, our patients could 
be streamlined along expedited therapeutic pathways. 

The process empowered MDT members, instilling a 
feeling of satisfaction with their working environment. 22 All 
members reported a subjective improvement in interpersonal 
working relationships, personal satisfaction at the workplace, 
and a sense of belonging/team spirit. 22 

The formation of an MDT has encouraged the centraliza- 
tion of hepatobiliary services. 19 The volume of cases encoun- 
tered by the MDT has increased, yielding larger series of 
hepatobiliary diseases. The MDT now actively maintains 
several registries populated with pooled regional data that 
can be used in the future to construct guidelines geared for 
Caribbean practice. 

Conclusion 

Despite multiple challenges in an underfunded and resource- 
limited environment, MDTs can be incorporated into clinical 
practice. Policy makers should make it a priority to support 
clinical, operational, and governance aspects of the MDTs. 
The next step forward should be to develop an inclusive MDT 
environment that encompasses the entire region. 
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